A 34-year-old patient was admitted to our department with non-ST segment elevation myocardial infarction after pre-hospital syncope followed by chest pain. The patient had a history of poorly controlled hypertension and dyslipidaemia. On admission to the emergency department, the patient had cardiac arrest with pulseless electrical activity. Immediate cardiopulmonary resuscitation (CPR) according to advanced life support guidelines was started. Bedside echocardiography excluded acute tamponade. The patient was transferred to the catheterisation laboratory during mechanical ventilation and cardiac resuscitation with the use of a LUCAS device (Jolife AB/Physio-Control, Lund, Sweden). Continuous intravenous infusions of dobutamine and noradrenaline were administered. Urgent coronarography revealed a massive thrombus in the distal bifurcation of the left main coronary artery (LM) (Fig. 1A, B) . After crossing the lesion and securing both the left anterior descending (LAD) and the left circumflex (LCx) arteries with Asahi Sion Blue guidewires (Asahi Intecc, Aichi, Japan), a bail-out bolus of abciximab was administered and aspiration thrombectomy was performed. Sinus rhythm was restored and blood pressure increased to 115/80 mmHg. CPR was terminated. After restoring the Thrombolysis In Myocardial Infarction grade 3 flow in the LAD and LCx, intravascular ultrasound (IVUS) (Eagle Eye Platinum Digital catheter, Philips, Andover, MA, USA) examination of the LAD and the LM was carried out. It revealed an atherosclerotic plaque with thrombus in the proximal part of the LAD and the distal part of the LM. Percutaneous coronary intervention (PCI) with a 4.0/18 mm Ultimaster stent (Terumo Europe, Leuven, Belgium) covering the proximal LAD and LM was performed, followed by the proximal optimisation technique with a 5.0/8 mm non-compliant (NC) balloon (Fig. 1C, D) . Another IVUS examination revealed the need for additional postdilatation with a larger balloon (Fig. 1E ). An NC 5.5/20 mm balloon was inflated in the LM with correct stent apposition confirmed by IVUS (Fig. 1F) . After the procedure, the patient was admitted to the intensive care unit. A computed tomography scan of the head was performed to exclude mechanical injury and intracranial bleeding. During the first day of hospitalisation the patient was extubated, and dobutamine and noradrenaline were discontinued. After seven days of hospitalisation the patient was transferred to the rehabilitation unit. Left ventricular ejection fraction was 48% and the patient performed an exercise stress test (17 METs) at the end of the rehabilitation period. After two weeks of hospitalisation the patient was discharged in good clinical condition. PCI with thrombus aspiration in the setting of acute coronary syndrome (ACS) can be a useful technique in selected patients with large thrombus burden, reducing the risk of no-reflow phenomenon [1, 2] . Pre-and postprocedural IVUS, even in the acute phase of ACS in a patient with cardiac arrest, is necessary for correct stent positioning in the LM coronary artery [3] .
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